Sixty-nine percent of the 1.5 million Eastern Europeans and Central Asians with HIV live in the Russian Federation. Antiretroviral therapy (ART) is effective but cannot help those who leave treatment. Focus groups with patients who dropped out of ART for ≥12 months (lost-to-care, LTCs, n = 21) or continued for ≥12 months (engaged-in-care; EICs; n = 24) were conducted in St. Petersburg. Structural barriers included stigma/discrimination and problems with providers and accessing treatment. Individual barriers included employment and caring for dependents, inaccurate beliefs about ART (LTC only), side-effects, substance use (LTCs, present; EICs, past), and depression. Desire to live, social support, and spirituality were facilitators for both; EICs also identified positive thinking and experiences with ART and healthcare/professionals. Interventions to facilitate retention and adherence are discussed.
Introduction
Sixty-nine percent of the 1.5 million HIV+ Eastern Europeans and Central Asians live in the Russian Federation (RF) (UNAIDS, 2010) , where ∼150 cases reported daily (Pokrovsky, 2009) , and 21-29% of those with advanced HIV receive antiretroviral therapy (ART; WHO/UNAIDS/UNICEF, 2011). In the RF, HIV is mainly transmitted through injection drug use (IDU) (Lioznov, Ruutel, Uuskula, & DeHovitz, 2011) , and treatment occurs only at regional centers and infectious disease hospitals. Guidelines recommend ART for CD4 < 350 and/or viral load > 100,000 and/or opportunistic infection and to prevent maternal transmission (Lioznov et al., 2011; Ministry of Health and Social Development, RF, 2006; UNAIDS, 2009) . ART is effective (Detels et al., 2001 ) but cannot benefit those who leave treatment. In former Soviet states, incorrect information, prejudice against ART, and low physician trust (Rusakova et al., 2008) could be related to past totalitarianism and suspicions of governmentally influenced medical decisions (Aronson, 2007) and are compounded by stigma and misperceptions (Balabanova, Coker, Atun, & Drobniewski, 2006) . Individual, structural, and sociocultural factors influence retention (Geng et al., 2010; Wringe et al., 2009 ). Individual and structural barriers and culture-specific attitudes are important; they have been examined mostly in Africa and South Asia but not much in former Soviet states (Caldwell, 1993; Mimiaga et al., 2010; Spicer et al., 2011; Wolfe, 2007) ; this is a gap in the literature. This study used focus groups to identify facilitators and barriers to retention among patients who left treatment vs. those who remained. A qualitative approach was chosen to enable participants to explain why they remained or left inform future research.
Methods

Design
Focus groups were conducted at Pavlov State Medical University, recruited from Leningrad Regional AIDS Center and Botkin Hospital for Infectious Diseases. The University of Pennsylvania's and Pavlov's IRBs approved the study.
Participant selection and recruitment
Physicians identified participants through chart review: Lost-to-care (LTCs) began ART but missed all appointments during the past 12 months and received no treatment elsewhere; Engaged-in-care (EICs) kept ≥90% of appointments, with no documented adherence problems and had a CASE Adherence Index score >10 (Mannheimer et al., 2006) . Participants were ≥18, gave informed consent, and received 1000 rubles (∼US$32).
Measurements and analysis
Participants completed a survey and the Center for Epidemiologic Studies Depression Scale (α = .85−.90) (CES-D; Radloff, 1977) , which is commonly used in healthcare and has been translated into many languages. Two EICs (n = 11; n = 13) and LTCs (n = 13; n = 8) focus groups were conducted with an interpreter, recorded, and transcribed. Topics included facilitators and barriers. Quotes were content analyzed for themes and subthemes (Strauss & Corbin, 1997) ; results were based on consensus (Table 1) .
Results
Demographics
Participants were Caucasian (M = 34; range = 21-60). Approximately half were male; married or living with a partner; two-thirds had completed some college. Most were employed (Table 2) .
Substance use and treatment
LTCs and EICs reported similar, low alcohol use, 1 but 27% of all, and more LTCs than EICs (38% vs. 17%), used drugs in the past 6 months. However, more LTCs reported having been treated for drug/alcohol problems (76% vs. 42%), and more LTCs reported that drugs (33% vs. 4%) or alcohol (52% vs. 17%) had ever interfered with ART (Table 3) .
Both groups showed depression on the CES-D [M = 19.31 (SD = 5.61)]. The atmospheres of the groups were different: LTCs seemed depressed; they spoke slowly and quietly; EICs did not.
Barriers
Structural barriers
Stigma/discrimination All participants described stigma and discrimination from family, friends, colleagues, physicians, and authorities including police. Stigma was the perception that HIV+ people are addicts, deviants, or criminals and not associating with them.
Problems with healthcare providers LTCs described providers as incompetent, untrustworthy, withholding information, self-interested, lacking compassion, and unwilling to help. EICs mentioned providers' lack of knowledge and negative attitudes but continued treatment because they thought it helped. Three LTCs, but no EICs, concluded it is better to not disclose HIV status to providers.
Treatment infrastructure
Both groups reported treatment and drug availability at few, understaffed, locations, waiting lists; unavailability of viral load tests; ART shortages. Some reported unavailability of ART in prisons and non-HIV inpatient units (Table 4) .
Individual barriers
Employment, caring for others
Employment and responsibilities for dependents were problematic.
Inaccurate beliefs about ART
LTCs had inaccurate beliefs about ART (ineffectiveness, addictive potential, harmfulness). One stated that his physician did not prescribe the best medications. Another attributed having fewer colds on ART to a "psychological" effect. No EICs reported inaccurate beliefs.
Practical problems with ART Both groups reported difficulty in accessing ART due to inconvenience, price, and shortages. Four LTCs and one EIC reported privacy concerns. Both groups reported side effects and drug interactions. LTCs stated that physicians were unwilling to change regimens despite side effects, whereas EICs' physicians did so.
Substance use
Both groups identified substance use as a barrier and stated that active users are denied treatment. LTCs provided personal stories of how substance use leads to poor ART adherence, whereas EICs spoke of past or others' experiences.
Depression
Both groups spoke about depression, particularly when diagnosed, and how their drive to take ART is diminished with hopelessness (Table 5 ).
Facilitators
Although barriers were similar, EICs reported facilitators more frequently. LTCs did not report some facilitators described by EICs. 
Desire to live
Desire to live was the most important facilitator identified across groups, particularly among EICs: many mentioned wanting to be with loved ones, which reflects greater connectedness.
Social support
Many EICs mentioned social support: family or friends picking up or reminding them to take medications. They were more "accepted" by HIV-uninfected friends and borrowed ART from HIV+ friends. One LTC mentioned that family gave him reminders, but it was "annoying."
Spirituality Several LTCs and EICs mentioned spirituality as personal resource or used by others with HIV. In general, more EICs than LTCs reported belonging to faith communities, which reflects greater engagement.
Healthy/drug-free lifestyle
Some EICs and LTCs mentioned a healthy diet and drugfree lifestyle. Frequently, stopping substances enabled patients to re-engage.
Organizational strategies
Many EICs used alarms, containers, etc. However, LTCs mentioned making medications a "habit" or coping by having a regular schedule. One LTC mentioned an organizational strategy but still could not take ART.
Thinking positively about ART
Importantly, EICs believed that ART is helpful; increases quality of life, and discontinuation would be harmful and described optimism as beneficial. LTCs mentioned they tried not to think about HIV at all -and that choosing to ignore it was best. No LTCs mentioned positive thinking. EICs coped by accepting their diagnosis and thinking positively, and LTCs coped by suppressing thoughts and emotions.
Positive experiences with ART
Many EICs -but no LTCs -spoke about positive experiences (feeling better, improved test results) with ART.
Positive experiences with healthcare
Several EICs -but no LTCs -described positive treatment experiences, including education and skills, support groups, social and family support in treatment and adherence, and physicians who made exceptions (Table 6 ).
Discussion
HIV+ people in the Leningrad Region face many barriers but have some facilitators. Overall, LTCs perceived barriers as insurmountable, while EICs perceived them as challenges. EICs were realistic but seemed more hopeful and optimistic. LTCs' isolation, and EICs' greater connectedness, optimism, and positive thinking were expressed verbally and non-verbally. LTCs -but not EICs -expressed inaccurate beliefs about ART. Qualitative techniques enabled access to the views of HIV+ individuals in the Leningrad Region on many factors associated with treatment. Limitations include the retrospective nature of the study; using an interpreter; focus groups instead of interviews as interviews may have revealed more detailed information, and a convenience sample rather than random selection.
Findings were unique because of treatment infrastructure problems and distrust of physicians but recalled those from HIV+ IDUs in Ukraine where stigma, police discrimination, inaccurate beliefs about ART, substance use, and privacy were barriers (Mimiaga et al., 2010) . Facilitators and barriers in other cultures may differ. An African study found that transportation problems, poverty, and lack of food led to poor retention, but social support enhanced it (Geng et al., 2010) .
Conclusions
Further research in other former Soviet States is necessary, but the barriers mentioned by participants are amenable to change, and addressing them should be an urgent priority in the RF and other places with high HIV prevalence. Many HIV-infected individuals benefit from ART in the Leningrad Region; however, more could benefit if the barriers are addressed.
Potential strategies to address structural barriers include increasing treatment locations and staff, assuring a more reliable ART supply, ensuring ART availability in prisons and non-HIV hospitals, and public education to reduce stigma by pointing out that HIV is treatable and that treatment helps individuals and reduces transmission by lowering viral load. For individual barriers: evidencebased approaches to treat depression and change inaccurate beliefs about ART; evidence-based addictions treatment including recovery-oriented groups. One potentially helpful approach is life steps (Safren, Otto, & Worth, 1999; Safren et al., 2001 Safren et al., , 2002 , a brief cognitive-behavioral intervention to address inaccurate beliefs, skills building, and adherence; it has been adapted for use with HIV+ IDUs in Ukraine. EICs' hopefulness, optimism, spirituality, and connectedness are AIDS Care 1253 
